of the advantages often quoted by those who like working on shift rotas is the greater flexibility which these can permit in a man's daily routine.
In short, if one sees absence behaviour as an exercise of choice by the worker between the time he spends at work and the time he spends away from it, then it is reasonable to consider the possibility that, by giving him additional opportunity to manipulate his work and leisure hours, voluntary absence might be reduced.
Conclusions
First, there is a danger in what Buzzard (1954) once called 'improving attendance for attendance's sake'. We know little about what is reasonable attendance for different kinds of work under different conditions, or what variations there are in individual capabilities about this 'reasonable' average. If we influence work attendance behaviour to the extent of reducing a man's five days' absence by a day, or his seven weeks' absence by a week, we may make the attendance figures look better in the short term. But we have no means of assessing the effect on a man's performance at the job or on his future attendance.
Next, there is the question of the future and the problem of leisure. If in the future actual working hours become substantially reduced, what will be the effect upon absence behaviour? If, for example, a man's working week is reduced by the amount of his mean absence over a period, will the problem of absence through choice largely disappear? Or will fresh norms be established for the time it is reasonable or necessary to absent himself?
Finally, the most important point to emerge from any consideration of motivation is the influence of individual differences. We need to remind ourselves continually of the complexity of motivational factors. We need to avoid generalizations and stereotypes about what motivates the absentee ('they're just a lot of lazy so-and-so's', 'nowadays they're better off sick'). The individual, personal approach is always difficult and time-consuming and may appear uneconomic in production terms. But if we are really interested in what makes Sammy run -in what makes him go off sick and stay off sickthe problem is to discover what uniquely motivates Sammy at this particular point in time. England and Wales'. These statistics, which relate only to certified incapacity in connexion with claims for sickness benefit under the National Insurance Act (1965), are drawn from an actual count of all claims together with an analysis by sex, age, and cause of incapacity drawn from a 5% sample of claimants. This is the ambit of my brief, although within the wider context of the title of the Symposium it may be appropriate to say something about the control of sickness benefit claims, since it seems possible that there may be some misconception about the positive approach of the DHSS to this aspect of the broad problem of the factors influencing changing trends.
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The scene can perhaps best be set by looking at the total figures of claims from men for sickness benefit. The measure to be used will be days of incapacity for all causes except influenza (to remove fluctuations due to epidemics), and the statistical year used begins on the first Monday in June of each year. In 1954-5 176 million days were so recorded and in 1967-8 the figure was 239 million days, an increase of 63 million days. About 30% of this increase resulted from changes in the number and age structure of the population at risk. About one-sixth was caused by changes in the sickness rate of men claiming throughout the year. The remaindet, some 35 million, or rather more than half, resulted from changes in the sickness rate of men claiming for shorter periods, that is, for less than the whole year. The period covers a fairly wide range of claims but the figure of 35 million days is an important one to which reference will be made later.
Another interesting feature is that the increase of 63 million in days of incapacity did not occur in a regular manner over the years from 1954-5 to 1967-8. The curve up to 1960-1 was comparatively flat; the sharpest rise occurred in 1967-8 when there were 15 million more days of incapacity than in the previous year, a quarter of the total increase for the thirteen-year period. This may account for the acute interest now being shown in this matter in industry and elsewhere; there was possibly less indication of any need to do so before. Out of the increase of 63 million days over those thirteen years, 54 million occurred in the last seven years, i.e. between 1960-1 and 1967-8. An estimate of the components of these 54 million days indicates that only a small proportion, some 4 million, can be attributed to population changes, some 14 million were due to changes in sickness rates for claimants sick throughout the year, and 35 million days were on account of changes in the rates of those claiming for less than the whole year. In fact, therefore, virtually the whole of the increase in the rate for shorter-term claimants over the thirteen-year period arose during the last seven years.
The increase of 35 million days may arise from a complex of medical, social and economic factors. Although it occurred over the years 1960-1 to 1967-8, one-third appeared in the two years from 1960-1 to 1962-3, one-third was spread across four years from 1962-3 to 1966-7 and one-third occurred in the single year from 1966-7 to 1967-8.
Analyses of claimants are available only for certain years. The number of men claiming benefit increased more between 1953-4 and 1965-6 and markedly more in the 1960s than can be explained by changes in the population at risk.
Further, those who did claim tended to do so more frequently in the later years of the 1960s. In this same period the average duration of all spells of incapacity has decreased slightly, and this reflects the higher number and increased proportion of short spells. On the other hand, there is no evidence of any significant increase in the median duration of spells for particular causes during the 1960s. This suggests, therefore, that the gross increase in days of incapcaity is more likely to be the result of an increase in the number of claimants and in the frequency of claims than a lengthening of spells of incapacity.
An analysis of the experience of quinquennial age groups shows that there were no marked changes in the rates of shorter term incapacity from 1954-5 to 1960-1. In the four years from 1962-3 to 1966-7 increases were marked for men under age 50, whereas in the single year from 1966-7 to 1967-8 the increases were most marked for men aged 50 and over.
A number of causes of incapacity are of particular interest, and comparison is simplified by referring to age standardized rates, i.e. the total days of incapacity in the year per 1,000 men at risk. First, the two major causes which have shown any decrease since the late 1950s are tuberculosis, for which in 1958-9 the rate was 600 and in 1967-8 had dropped to 200, and diseases of the skin with a rate of 300 in 1958-9 which in 1967-8 was 290. In skin diseases, the major drop occurred in the early 1960s, after which the rate did not vary greatly until 1967-8 when it rose to 290. All other major causes of incapacity increased in rate or remained stable and some have been selected for mention.
In 1958-9 the rate for 'arteriosclerotic and degenerative heart disease' was 660 and in 1967-8 it had risen by about 50% to 1,060, representing in actual days of incapacity some 16-5 million in 1967-8. ' Other diseases of the circulatory system' similarly showed a rise in rate, from 790 to 1,030. Finally, the rate for 'vascular lesions affecting the central nervous system' rose from 160 to 190. Over the same period, the rate for 'malignant neoplasms' (30 in 1958-9) rose, but that for 'benign neoplasms and neoplasms of unspecified nature' (50 in 1958-9) dropped. The rate for 'mental, psychoneurotic and personality disorders' rose from 1,140 to 1,340. A more notable change appears in 'allergic endocrine system, metabolic and nutritional diseases', the rate for which rose from 250 to 340. Finally, the rate for 'bronchitis' rose from 1,670 to 2,190.
Three categories are worthy of closer attention. The increase in the days of incapacity attributed to them during the 1960s was disproportionately high, and accounts for nearly one-quarter of the increase of 35 million days due to changes in the rates of those claiming for less than the whole year (the shorter term claimants) during the years 1960-1 to 1967-8. They could possibly be described as vague and heterogeneous diagnoses:
(1) 'Nervous debility and headache': For these the total days of incapacity rose from 19 million in 1960-1 to 4-2 million in 1967-8. (2) 'Sprains and strains of joints and adjacent muscles': These rose from 2-3 million days in 1960-1 to 5*1 million days in 1967-8. (3) 'Unspecified injuries': These rose from 5-8 million days in 1960-1 to 9 0 million days in 1967-8. In these three categories there were substantial increases at all age levels but most markedly between the ages of 24 and 49.
All of the figures quoted related to men who account for nearly 90% of the cost of sickness benefit. Analysis of the figures relating to women shows somewhat similar basic trends in rates although the overall total of days of incapacity decreased by 12-5 million between 1954-5 and 1967-8; but this decrease is less than would have been expected in the light of changes in the number and the age structure of the population at risk. There were, of course, some different trends in causation, e.g. for women the incidence of incapacity due to cardiovascular conditions in general declined.
3Section ofPhysical Medicine
Control of Claims to Benefit Checking or control is not a new feature of the National Insurance Scheme. It is essentially a matter of good housekeeping as well as responsibility for the protection of the funds, which are in the main the accumulation of contributions from every insured person. Expense on claims is running currently at £418 million a year for sickness benefit and £38 million for injury benefit, and it will readily be seen that control is an essential feature.
In DHSS a doctor's certificate that his patient is incapable of work is accepted as prima facie evidence that this is so. With some 11-12 million claims every year it would be impracticable to check every one, so selective checks are employed.
In this context of control the types of claim range widely from those of patients who are clearly seriously ill or who claim benefit only infrequently, to those from people who make frequent claims for apparently minor or trivial illnesses, with a mass of imponderables lying between these extremes. The intensity of control is of course directed where it is thought to be most needed and within the limits of available staff time, which in itself must be controlled to be economically productive.
Two main methods are employed: (1) Reference of the claimant to the Regional Medical Service for a second medical opinion on incapacity for work.
(2) A visit to the home of the claimant by a lay officer from a local office of DHSS, which in turn may result in a reference to the Regional Medical Service if the lay officer is in any doubt. One variation of these general arrangements is that people who have been off work for some months are, after consultation with their doctors, invariably referred to the Regional Medical Service. The real purpose of such reference is to find out what are the long-term prospects of the patient being able to return to work. The choice of method and the time when it has to be applied is determined in the main by the diagnosis on the medical certificate and the time the incapacity has lasted. The whole procedure is operated under a set of rules which have been evolved with the advice of the medical staff of DHSS.
The general approach is that claimants are not subject to control until a reasonable period of incapacity, consistent with the certified diagnosis, has elapsed. Controls are not, in fact, imposed until the period of incapacity has reached the limit of what might be regarded as an average normal period for the certified condition. This general approach and the methods of control have remained remarkably constant for many years, but there have been changes in emphasis from time to time and exceptions made to meet special circumstances. There is, for example, a current trend to intensify the control of claims made during works' or public holidays or at times of strikes. (Men directly involved in a strike know that they are not entitled to unemployment benefit nor to supplementary benefit for themselves.) Immediate control is imposed on certain claimants who are known to make frequent claims for conditions which appear to be minor and, in particular, for those where the doctor may have to rely to a great extent on alleged symptoms. Staff resources to meet this problem are limited, and to permit special drives in geographical areas or in certain types of case control is eased on people with a good recordfortunately the majorityin order to concentrate on the others. This in itself is a very good thing because there is no wish to harass the truly sick patient. A great deal of thought and effort go into special control measures and as far as possible local professional colleagues are informed in confidence when such measures are about to be taken.
An interesting feature emerged from the results of some special controls employed during a recent strike. It was pleasant to note, and encouraged the confidence already felt in doctors' certification in general, that many doctors in the area affected were taking a firm line with their patients and were refusing certificates unless they thought it fully justified. The result of this was a dramatic fall in the incidence in the new claims to benefit after the first few days of the strike, instead of the sharp rise which had been anticipated. Indeed, in one part of the affected area the number of new claims fell below the average for that place at that time of the year. It is pleasing to be able to pay this tribute to GPs, but it does not imply any complacency on the part of DHSS. The situation is constantly under review and is currently the subject of study in some depth.
Some measure of the volume of the control work is shown by the figures for reference to the Regional Medical Service, which are currently about 750,000 per annum; in addition some 400,000 visits per annum are made by lay officers of the Department. Conclusion I have remarked on the very considerable increase in days of incapacity attributed to sickness over the years since 1954-5, especially in the 1960s. In particular, it was shown that 35 million of those days occurred in shorter term claims (that is, claims for less than the whole year) during the 1960s, one-third being in the year 1967-8. The certified causes showing the steepest rise in days ofincapacity and accounting for nearly one-quarter of those days were further defined in three categories. The increase seemed in the main to arise from a rise in the number of claimants and in the frequency of their claims.
A number of factors may be worth considering in the purely medical field, but in the context of the increase in the number of claimants and the frequency of their claims, the following questions seem to arise: Are these rather vaguely diagnosed conditions of a greater severity now than formerly, or is there a greater readiness to stay off work on account of perhaps minor conditions which would not formerly have caused incapacity? Is there a psychosocial element? Is there a change in work conditions which demands greater caution on the part of both doctor and patient; for instance, has the tempo of work altered, or is it no longer possible in some situations to carry the lame member in a team operation? Is there an economic factor and, if so, what is its effect? An economic factor is possibly the easiest scapegoat, but it may be too facile to say it is a major factor. These questions, and there are doubtless many others, can be posed but not yet answered. It may be that the answers can come only from the field or the periphery, and not from the centre, where these figures and these questions have emerged. To a medical audience the expression 'the English sickness' would probably mean chronic bronchitis, but in recent years many people in industry and commerce on the Continent have been using the expression to describe a complex syndrome of economic and industrial difficulties which has as its symptoms high levels of sickness absence, other absenteeism, restrictive practices and wildcat strikes. A recent book by a political journalist (Einzig 1969) describes this syndrome and states: 'The Welfare State tends to encourage absenteeism. The high degree of absenteeism in Britain is one of the major causes why she is lagging behind other industrial nations. Even more working time is lost because of absenteeism than because of strikes'. Just as alarmist, of course, are the reports and comments by the press, particularly around each New Year's day. It is therefore not surprising that many people in Britain believe that our record of sickness absence must be the worst in the world. As far as I have been able to ascertain this simply is not true, even though the situation here is far from reassuring.
Although certified sickness absence in this country greatly exceeds both industrial injuries and strikes as causes of lost time (the proportions over the past few years have been 100:10:just over 1), it is misleading to suggest that the economic damage can be related to days lost. Sickness absence, which is present to a greater or lesser extent all the time, is like a debilitating illness; strikes are more catastrophic. Figures from the International Labour Office, published by the Department of Employment and Productivity (1969) , show that our national strike record compares favourably with those in countries such as the USA, Canada, Italy, France and Ireland. Turning to sickness absence, the difficulties of making direct comparisons are great. Enterline (1964) attempted this with limited reliability and his calculations placed Britain firmly in the middle of his international league table with a rate lower than those in West Germany, Sweden, France and Czechoslovakia. I have recently been able to obtain annual sickness rates from nine countries for the years between 1950 and 1968. All countries have experienced a rise in rates, particularly marked in the 1960s, and the relative deterioration that we have experienced in Britain has been exceeded in Sweden, Holland, West Germany and Italy (Taylor 1969) .
The different methods used by countries for the certification of medical incapacity for work have particular relevance for this meeting. For about twenty years Sweden has allowed the patient to declare his own incapacity to the Social Insurance Office for periods of up to one week. Two years ago they abolished the 'waiting day' principle so that patients are paid for the first day of incapacity. Their recent experience should make us cautious before following suit. The Netherlands use an independent certifying doctor who is not involved in treatment. Eastern European countries, on the other hand, which have a national occupational health service as an integral part of their health service, insist that workers -obtain certificates from the doctors at their factories. A recent law in Poland forbids general practitioners to issue certificates for more than one week when the patient is in bed, and for more than twenty-four hours when he is ambulant.
